
Lakeside Comprehensive Rehabilitation, Inc. & Wellness Center
Physical, Occupational, Speech & Massage Therapy

601 E Main Street * Hart, Michigan 49420 * Phone:(231) 873-3577 *  Fax:(231) 873-3557

Patient Name:__________________________________________________________ Date:_______________________

Phone Number:______________________Diagnosis:___________________________________________________

Date of Birth:________________________Frequency & Duration: _________________Onset:___________________

Eval & Treatment Speech Therapy
Aquatic Therapy Neuro - Re Education Eval & Treatment
ADL's/ Adapitve Equipment TX Pediatric Aphasia
Cognitive ROM, P/ROM, AA/ROM, A/ROM ___ Expressive
Driving Assessment Sensory ___ Receptive
___Pre-Screening  ___ Road Test Soft Tissue Mobilization Augmentative Alt. Comm
DLS Program/ Back Stabilization Splinting/ Orthotic Fitting & Training Cognitve Senory
Fine Motor Sports Injury Oral Motor Therapy Massage Therapy 
Functional Capacity Eval ___Reconditioning  __Strengthening Dysphagia  Preformed by CMT 
      Restrictions:______________ Taping Dysarthria
Gait-Balance- Proprioception    ___Spider Tech    ___Leuko Language Wellness 
Home Assessment Urinary Incontinence Program Verbal Apraxia   Gym Membership
Home Exercise Program __Stress __Mixed__Urge__Other Other:_______________________   Land Fitness Classes
Job Assessement Universal & Assessible Design Consultant ADA   Pool Membership 
___Coaching  ___Pre Screen Vestibular   Aquatic Classes
Mckenzie Visual- Perceptual TX *Not covered by most insurances
Manual Treatment (TX) Work Conditioning 
Modalities Other:____________________________________
____Anodyne Therapy
____ E-Stim   ___Home Unit
____ Iontophoresis Additional Instructions Precautions:______________________________________________________________
____Hot/ Cold
____Laser Therapy 
____ Paraffin  ___Fludio 
____Traction  ____Home Unit Protocol Specific Instruction:___________________________________________________________________
____ U.S.  ____ Phono

Physician's Name:________________________________________________Signature:______________________________________________

Phone Number:______________________Fax Number:_________________________Date:___________________________________
* Ancillary Provider for the Lakeshore Health Network * Website: www.lakesiderehab.com   

Lakeside Comprehensive Rehabilitation, Inc.

We TreatAll Ages &Disabilities

❑  Eval & Treatment
❑  Aquatic Therapy
❑  ADL’s/Adaptive Equipment TX
❑  Cognitive
❑  Driving Assessment
 ___ Pre-Screening   ___Road Test
❑  DLS Program/Back Stabilization
❑  Fine Motor
❑  Functional Capacity Eval
❑  Gait-Balance-Proprioception
❑  Home Assessment
❑  Home Exercise Program
❑  Job Assessment
 ___ Coaching   ___Pro Screen
❑  McKenzie Method
❑  Manual Treatment (TX)
❑  Modalities
 ___ Anodyne Therapy
 ___ E-Stim  ___Home Unit
 ___ Iontophoresis
 ___ Hot/Cold
 ___ Laser Therapy
	 ___	Paraffin		___	Fludio
 ___ Traction  ___ Home Unit
 ___ U.S.   ___ Phono

COMPREHENSIVE REHABILITATION 
& FAMILY FITNESS, INC.

❑  LSVT Parkinson’s Program
❑  Neuro-Re-Education
❑  Pediatric
❑  ROM, P/ROM, AA/ROM, A/ROM
❑  Sensory
❑  Soft Tissue Mobilization
❑  Splinting/Orthotic Fitting & Training
❑  Sports Injury
 ___ Reconditioning  ___ Strengthening
❑  Taping
 ___ Spider Tech  ___ Leuko
❑  Urinary Incontinence Program
 ___ Stress  ___ Mixed ___ Urge ___ Other
❑  Universal & Assessible Design Consultant ADA
❑  Vestibular
❑  Visual-Perceptual TX
❑  Work Conditioning
❑  Pain Management Program
❑  Other: ______________________________________________________________

 Additional Instructions / Precautions / Restrictions: _________________________________________________________

 __________________________________________________________________________________________________

	 Protocol	Specific	Instruction:	___________________________________________________________________________

Speech Therapy
❑  Eval & Treatment
❑  Aphasia
 ___ Expressive
 ___ Receptive
❑  Augmentative Alt. Comm
❑  Cognitive Sensory
❑  Oral Motor Therapy
❑  Dysphagia
❑  Dysarthria
❑  Language
❑  Verbal Apraxia
❑  Other: _______________________________________________

Massage Therapy
❑  ___ Performed by CMT

Physician’s Name: _______________________________________________________  Signature: _______________________________________________________________

Phone Number: ______________________________________ Fax Number: ____________________________________________ Date: _______________________________

*Anciliary Provider for the Affinia Health Network*  Website: www.lakesiderehab.com


